
INDIANA PUBLIC SAFETY TRAINING INSTITUTE
FIRE ACADEMY

Indiana Government Center – South
302 W. Washington Street, Room E-239

Indianapolis, IN 46204

NAME                                                            SOCIAL SECURITY NUMBER                               
ADDRESS                                          CITY                                       STATE            ZIP                  
FIRE DEPARTMENT                                                           COUNTY                                            
INSTRUCTOR CERTIFICATION NUMBER                                  EXP. DATE                            

RE-CERTIFICATION FOR INDIANA CERTIFIED FIRE SERVICE INSTRUCTOR

This form will be used to report your continuing education activity for the three (3) year certification period.  This
form will serve as the application for re-certification.  This certification may be renewed if compliance with the in-
service requirements have been reported within thirty (30) days following the expiration date.

It is important that Certified Fire Instructors maintain proficiency in the skills of instructional methodology.  To
renew certification, each Instructor must successfully complete and document every 3 years any combination of
thirty (30) hours in:

1) Instructor continuing education in the area of adult education, instructional methodology, training,
testing, evaluating; AND/OR;

2) Actual teaching or instructing students in any topic.
Individuals not complying with in-service training or continuing education requirements during the three-year
certification period must retake an entire Fire Service Instructor course.

Identify continuing education and/or instructional activity during the 3-year certification period.
CONTINUING ED. AND/OR TEACHING TOPIC INSTRUCTOR SIGNATURE HOURS DATE

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

Applicant Signature                                                                            Date                                         
***Attach copies of Training Forms and/or Continuing Education certificates for the 3-year reporting period.***



Identify continuing education and/or instructional activity during the 3-year certification period.
CONTINUING ED. AND/OR TEACHING TOPIC INSTRUCTOR SIGNATURE HOURS DATE

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        

                                                                                                                        


